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Region Method Electrodes | ee Volt Int. Time M. A. coe ke 
Frontal Sinus Double Plate | BB Aan B 1 a 
Ears Double Plate : a A 3 B 1 8 
Ears Binaural | Binaural 6 A 1 9 
Eye | Double Plate P AA 5 B 1 10 
UPPER EX TRE: MITY GROUP 
Finger Double Cuff | Bere ada ells, Si C 4 11 
Finger Thimble and Cuff Thimble! orN’ 3 C: | 12 
Finger Plate and Cuff Cork WN | 5 B 2-3 133 
Wrist Plate and Cuff EE N | 5 D 4 14 
Wrist Double Plate P Be 4 B 1 Wy 
Elbow Double Plate G G | 4 B 2-3 16 
Elbow Double Cuff N N 3 C 4 7h & 
Shoulder, AP ; Double Plate 5 i 4 B 3 18 
Shoulder, Med. L Double Plate D V a FD A 4, 19 
| TORSO GROUP 
Chest, left Double Plate QandE,C orT} 3 C | 4 20° 
Chest, right Double Plate QandE,C oT 2 B 4 20 
Spine Double Plate Q | 3 C 4 21 
Liver or Kidney Double Plate | 5 | 3 C + 22 
Sacro-lliac Double Plate IE BE | 3 B 4 23 
Penis Double Plate | R RE. | 3 C 4 24 
Male Urethra Corbus and Plate Corbus EE | 3 C 4 255 
Scrotum Scrotal Scrotal | 4 C 4 28 
Prostate Prostatic and Plate Prossueaeeee 4 3 Cc 4 29 
Female Urethra Corb., Belt, Plate Corb. &’ FForF F | 4 A 3 30 
Cervix | Corb., Belt, Plate Corb., Cand C C| 4 A 3-4 31 
Cervix Chapman, Belt Chapman Ie 1 3 C 4 32 
LOWER EXTREMITY GROUP 
Hip Double Plate eee OR 3 B 4 33 
Knee Double Plate K K fi 4 C 4 34 
Knee Double Cuff N M 3 B 4 35 
Ankle Plate and Cuff M EE: 3 A 4 36 
Heel Plate and Cuff M EE 3 B 4 a) 
Toes Plate and Cuff N EE | 3 B + 38 
MISCELLANEOUS SETTINGS 
~ Method Disp. Elec. INGE, Ieee. ieee. | Freq. Volt Int. Time M. A. Page 
BifurcatedCoic| BE: (2)7 FE (2) | 3 C 4 39 
Autocon. 3” Auto. Couch Lge. Hdle. | 3 4 400-600 40 
Autocon. 3” Auto. Couch Abdom. Plate and Handle | 3 4 600-1000 41 
Autocon. Thin Auto. Couch Abdom. Plate and Handle | 5) D + 1000-up 42 
Coagulation Q Surgical Set | a3 C + 43 
Desiccation Fulguration Set | 53 : 4 44 
Vac. and | 
meNOn: Vacs As desired 3 + 45 
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In a previous paper” I mentioned the use 
of a semi-rigid, flexible, duoterminal electrode 
in surgical diathermy within the nasal cavity. 
Although I have used the electrode since 1926, 
it is only recently, through the cooperation of 
the General Electric X-Ray Corporation that 
it has reached its present state of develop- 
ment. Then, too, although clinical end results 
in over fifty cases of turbinate coagulation 
have been especially gratifying, I have deemed 
it advisable to establish histologically the ulti- 
mate repair of the coagulated turbinate 
epithelium. Sections taken from patients three 
and six months after coagulation show regen- 
eration of the epithelium. 


The electrode (Fig. 1) consists of a special 
insulation enclosing two wires which connect 
at one end with two narrow silver plates serv- 
ing as the active terminals; at the other end, 
with a double cord for attachment to the two 
poles of a diathermy unit. Its diameter is so 
small that it allows not only of easy insertion 





Flexible duoterminal electrode. 


Bagel: 


into the nose but also of direct vision for ac- 
curate application of the active silver termi- 
nals to the area treated. It can be bent to 
any curve or angle so that the hand does not 
obstruct vision (Fig. 2), and yet it is rigid 
enough so that the silver terminals can be 
pressed against the treated area and away 








* Read at the Twelfth Annual Session of the American 
Congress of Physical Therapy, Chicago, September 14, 1933. 
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from the adjoining tissue. The silver terminals 
with their flat surfaces in parallel planes can 





Fig. 2. Demonstrates flexibility of duoterminal electrode. 


be bent, approximated or separated and ap- 
plied simply on edge, or they can be sprung 


to straddle the tissue under treatment (Fig. 
3). The flat sides of the terminals have 
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Fig. 3. Electrode can be separated to straddle the turbinate 


or other tissues. 


enough surface area so that with the use of 
a proper weaker current, diathermy of the 
turbinate is possible without coagulation as 
suggested by Sinskey“ and Gross. Boiled 
or simply immersed in solutions such as 
metaphen or merthiolate it retains a smooth 
clean surface. Because it is duoterminal 
there is, of course, no need for applying an 
indifferent electrode to the patient, or for the 
use of an auto-condensation cushion. Experi- 
ence with this electrode suggests the following 
advantages in the electrocoagulation of turbi- 
nates: 


1. The absence of bleeding permits direct 
vision throughout the procedure. 


2. Under topical anesthesia coagulation is 
entirely painless. If carefully applied much of 
the anesthetic is probably held in the 
coagulum ; therefore, unabsorbable and harm- 
less. The use of cocaine is not necessary since 
synthetic anesthetics are safer and very ef- 
ficient. A formula prepared for me by the 
Abbott Laboratories has proved especially 
effective, viz.: 


Butesin (para-amino-benzoyl- 


Dilan eee = ca Zo" per cent 
E{phedginess 2-25 eee 1 per cent 
Carbitol (diethylene-glycol- 

mene-ethyl-ether,) 5s q. suf. 


This solution must not be injected. Topically 
applied, it is rapid and affords an anesthesia 
of at least six hours duration without the dis- 
agreeable effect and irritation of cocaine. 


3. The absence of pain eliminates any re- 
luctance on the part of the patient towards a 
second or even third treatment if necessary 
and, therefore, there is no reason for over- 
coagulation or undue destruction at any single 
sitting. Undue destruction is far more detri- 
mental to the welfare of the patient than the 
loss through electrocoagulation of a portion 
of epithelium. For, as Hilding™’ has definitely 
shown over-aeration itself can result in a 
change of the normal epithelium of the nose, 
whether cuboidal, columnar or ciliated, to a 
relatively physiologically inert — stratified 
epithelium. He furthermore stresses the re- 
markable regenerative power of this respira- 
tory epithelium. Electrocoagulation subjects 
the patient to minimal discomfort and tissue 
destruction and offers to the operator a pre- 
cise method for a two or three stage treat- 


ment as indicated. Far from causing a seri- 
ous loss of epithelium the minimal removal 
of an obstructive hypertrophy on one side may 
result in a beneficial change in the impaired 
epithelium of the previously over-aerated op- 
posite side. 


4. In cases with obstruction or with dis- 
tressing headaches due to pressure of a middle 
turbinate on the septum as described by 
Grain,” relief is frequently immediate and 
very striking. 

>. There is no need for any pre- or 
postoperative application of an antiseptic. 
This, in itself, is a distinct advantage over 
the usual surgical procedure when one con- 
siders the extreme value of the intact mucin 
film covering an epithelium especially sus- 
ceptible to even hypotonic solutions™ and 
irritants.) | 


6. The nasal discharge following coagula- 
tion is negligible. 


7. The patient need lose no time from 
routine work and needs no hospitalization. 


5. In no case was there any evidence of 
reaction afterward such as coryza or purulent 
discharge due to infection. At times a con- 
gestion of the conjunctiva occurs on the same 
side, almost immediately or soon after treat- 
ment, but this quite rapidly and entirely re- 
cedes. 

9. After the eighth or tenth day any dry 
coagulum can be removed with forceps to 
facilitate more rapid healing. There has never 
occurred any evidence of crust formation or 
dryness in cases after even a five year in- 
terval. The entire absence of constricting 
scar formation following coagulation with the 
diathermy current markedly differentiates it 
from the now discarded method of active cau- 
terization. 


10. A succeeding coagulation where neces- 
sary can be done before healing is complete 
provided care is taken to avoid bleeding and 
resulting obstruction to direct vision in ap- 
plying anesthetic. 


11. Medical diathermy of the enlarged 
turbinate in my experience has proved tedious 
and prolonged. It seems rather unnecessary 
to affect the bulk of the turbinate whether 
through medical diathermy, galvanism or by 
insertion of an electrode into the body of the 
{urbinate. Since under electrocoagulation the 
redundant portion only should be precisely re- 


moved, the area denuded of epithelium is rela- 
tively very small as compared to the normal 
amount over the conchae and meatuses. The 
loss of this epithelium seems negligible in 
clinical observation of patients after a five 
year interim. Histologically, the epithelium 
and glands probably regenerate as rapidly 
after electrocoagulation as after any surgical 
procedure. 

12. Because one of the objects of electro- 
coagulation is the elimination of discomfort 
and loss of occupational time on the part of 
the patient, it is advisable to treat a single 
side at each sitting. 

13. Obviously, knowledge of the indica- 
tions for coagulation is essential. An osseous 
hypertrophy of the turbinates, because of slow 
sequestration and prolonged discharge, and so 
also certain polypi,”” since very often they 
are indicative of sinus infection, are scarcely 
amenable to, or permanently removed by 
electrocoagulation. 

3959 Ogden Avenue. 
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Cervicitis is a diffuse, progressive, degen- 
erative or proliferative lesion involving all the 
tissues of the cervix. In a broad sense it 
means an inflammatory reaction to injury. 
Various terms such as endocervicitis, erosion, 
ectropion, etc., have been used to designate 
lesions in the cervix. Such terms are mis- 
leading as Bailey has pointed out. He states: 
“The term “Erosion” is an entirely erroneous 
one in this connection from the pathological 
standpoint. This term was previously applied 
as a facial description of the gross appearance 
of certain aspects of the condition only, purely 
as a clinical term contrary to the laws of 
medical terminology today founded as it is on 
a pathological basis, and therefore the term 
cervicitis is the only applicable one.” 
Ground,” Maryan and Ludden™ also pre- 
fer the term cervicitis to describe this con- 
dition. 

Let us consider briefly the conditions under 
which cervicitis develops. The cervix is an 
organ in the body exposed to a great variety 
of thermal, chemical, bacterial and mechani- 
cal irritations. Some protection against bac- 
teria is offered by the vagina. The normal 
flora of the vaginal passage and the acidity 
of its secretions provide a degree of protec- 
tion against invading organisms. Of all causes 
infection is the most common in the produc- 
tion of cervicitis, but this factor must not be 
over-emphasized. Trauma, ever so slight, 
creates a port of entry for infection, the 
tissues of the cervix not being infected other- 
wise, regardless of the possible presence of 
pathogenic bacteria. 

The anatomical structure of the cervix 
renders it susceptible to infection. Baith® 
quoting Strumdorf, estimated 60,000 to 
80,000 racemose glands in the cervical canal. 
Numerous round or oval shaped depressions 
also appear in the mucosa. Both make ideal 
living quarters for invading bacteria, from 
which they are not readily evicted. The 
subjective symptoms do not run _ parallel 
with the pathological findings in cervicitis. 
It is unreasonable to expect a pronounced 


* Read at the Twelfth Annual Session of the American 
Congress of Physical Therapy, Chicago, September 12, 1933. 
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pathological condition in many early cases 
of cervicitis. So much emphasis has been 
placed on leucorrhea and erosion that one 
is led to believe that they are the cardinal 
symptoms of cervicitis. On the contrary they 
may not even be present. Abnormality in size, 
shape, color and consistency of the cervix 
are more important symptomatically than 
leucorrhea. An infected cervix is frequently 
overlooked, and its presence should always be 
suspected until definitely eliminated by care- 
ful examination. 

Loczeaux™ gives three reasons why phy- 
sicians all too frequently fail to detect the 
presence of cervical infection: 

1. It is readily assumed by the physician 
that unless there is a definite history of 
Neisserian infection, abortion or labor, the 
cervix is automatically ruled out. 

Z. There is a great difference of opinion 
among female patients as to what constitutes 
abnormality in the amount and character of 
leucorrheal discharge. 

3. The tendency is to accept the patient's 
story in excluding the cervix as a focus of 
infection and carefully to examine tonsils, 
sinus, gall bladder and intestinal tract, 
whereas the cervix is frequently both the 
source of infection unknown to the patient 
and the cause of prevarication if there is an 
infection known to the patient. 


The importance of focal infection in the 
cervix has only recently received the emphasis 
it deserves. The complications associated with 
infection in the cervix are manifold. The 
cervix, which Tovey? calls “the  ton- 
sils.of the pelvis,’ is according to him, “a 
frequent source of focal infection, pelvic in- 
fection, metritis, salpingitis, pelvic peritonitis, 
urethritis, perimetritis and stricture of the 
pelvic ureters followed by pyelitis and 
pyelonephritis.” Other complications are 
sterility, pre- and post-partum infections and 
arthritis. . 

Far more important than any of these is 
the potential danger of malignancy occurring 
in a chronically inflamed cervix. It is a grave 
error to regard cervicitis as unimportant in 
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Fig. 1. Cervicitis with erosion and cervical polypi. (Before 


treatment.) 
the face of its recognition as a common 
precursor to malignancy. 

Chronic cervicitis can be cured or great- 
ly improved. It is unscientific to remove 
the uterine adnexa for complications aris- 
ing from a diseased cervix without first 
adequately caring for that source. In 
fact most complications clear up following 
proper treatment of the cervical condition, 
rendering unnecessary more serious surgery. 

3rown,® Soter,® Rowett,2” Henson“ 
and Matters" lay great stress on the im- 
portance of eradicating the underlying 
etiologic factor. 

Cervicitis is sometimes contracted during 
examination of the patient by the physician 


and a minimum of instrumentation will 
greatly reduce trauma and _ infection. 


Cervicitis resulting from trauma sustained 
during delivery can be largely prevented by 
treating lacerations as soon as possible there- 
after. 

Some cases heal spontaneously. As the in- 
flammation subsides, squamous epithelium 
grows in from the portio, displacing the col- 
umnar epithelium. At the same time it enters 
the glands and succeeds in filling them with 
solid squamous “buds.” These buds gradually 
flatten out into the general surface cover- 
ing. Treatment aims at bringing about this 
process of healing. Only a few of the many 
different methods in vogue today are able to 
accomplish it. The successful procedure must 
destroy wholly or in part any tissue ‘which 
harbors infection. This will include diseased 
tissue about or in the laceration as well as 
the entire glandular area of the cervical canal. 
Once this is accomplished healing takes place 
rapidly. The modern tendency in the treat- 





' Fig. 2. Cervix — 1 day after treatment by electrocoagulation. 


ment of cervicitis is to find an alternative for 
orthodox surgery, which is no longer the 
method of choice. 

This brings us to the methods in use today. 
Excellent results have been claimed by 
Tovey,” and others, with copper ionization. 
This method requires too many treatments 
and can be used only in selected cases. The 
radio knife and Coning operation are inno- 
vations which destroy too much normal tissue 
in the eradication of cervical pathology. 
With improved electrodes, however, this ob- 
jection can be overcome. Until recently cau- 
terization has been used very extensively. 
Only a light cautery can be used in the office. 
Chaffin’ states: “Post and other small cau- 
teries fail finally because they cool too quickly 
and do not carry enough heat to the high and 
deep tissue to destroy the deep glands.” Re- 
lapse or reinfection occurs if all glands are 
not destroyed. The use of a heavy cautery 
requires hospitalization for what should act- 
ually be an office procedure. 

Powell,“ Henson,“ Fulkerson and 
Crossen™® all stress the dangers of atresia 
and stenosis following cauterization, which 
involves production of scar tissue. Late 
sloughing and alarming hemorrhage are not 
uncommon. We often find the cervix as large 
after as before cauterization. The cervix does 
not return to its normal size because many of 
the involved glands cannot drain, and remain 
infected and enlarged. Though leucorrhea 1s 
decreased through the destruction of part of 
the glands and the creation of scar tissue, the 
cervicitis is not cured. Until we stop trying 
to cure leucorrhea and erosions and appreci- 
ate that the entire pathology must be cleared 
up, we never will achieve satisfactory results. 


(15) 








A 
Left to Right: 
(c) coagulation of erosion 3 weeks later; 


Fig. 3. 


What is the effect of cauterization? The 
answer to this question has been ignored, be- 
cause no scientific explanation can be given. 
Areas much deeper and wider than the usual 
linear markings are destroyed, not only from 
the high temperature, but through the absorp- 
tion of toxins, which destroy the circulation 
in the tissues adjacent to the burned areas..The 
glands have been destroyed in this area and 
so have deeper capillaries. The result is a 
portion of the cervical wall becomes gan- 
grenous and sloughs. Where ever there is a 
defective blood supply scar tissue will de- 
velop. The consequent stenosis or contraction 
of scar tissue, if extensive, will produce 
atresia of the canal. In cauterization it is the 
aim of the operator to leave enough diseased 
tissue between the linear markings in the hope 
that enough stretching of this tissue will 
occur to offset the contracting scar tissue. As 
long as any tissue is left between the treated 
area cervicitis still remains. 

Obviously, cauterization as a treatment for 
cervicitis either fails to cure or, if it does 
cure, produces atresia of the cervical canal. 
Its use during the child bearing age is un- 
warranted and without scientific basis. Those 
who will still persist in using the obsolete 
cautery should remember the unjustified pain, 
discomfort, and even danger, they inflict on 
those who later may become mothers. 

In contrast to cauterization there is at our 
disposal electrocoagulation. It is questionable 
whether coagulation has anything in common 
with cauterization. In coagulation the heat is 
produced in the tissues. Drainage of the 


mucosa and cystic glands takes place at once. 
In two or three weeks the coagulum liquefies 
or dissolves. No slough of any kind is pres- 
ent. It is only necessary to coagulate deep 
enough so that all glands obtain free drainage 
and to destroy all devitalized tissue in the 


B 
(a) Large boggy inflamed cervix; (b) coagulation of canal only; 


(d) healed cervix 8 weeks later. 


lacerations. The proper depth of coagulation 
ranges from three to five millimeters. Heal- 
ing is completed by the ingrowth of squamous 
cells similar to that previously mentioned in 
connection with spontaneous healing. 

The most important result is the soft 
flexible nature of the new lining of the cervical 
canal. In some respects it resembles the ton- 
sil bed after removal of the tonsils by coagu- 
lation. This soft flexible lining cannot, how- 
ever, be obtained with electrodes that must be 
rotated in their operation. The active portion 
of an electrode which is rotated obviously 
does not make constant and uniform contact 
with the tissue to be coagulated. As contact 
is made and broken during the rotation of 
such electrodes, arcing occurs, charring the 
tissues, similar to cauterization. 

The electrode which I have been using with 
great success in chronic cervicitis was de- 
scribed in a previous paper.“” No rotation is 
necessary. A slight oscillatory motion as the 
electrode is moved around the cervix pro- 
duces uniform coagulation of the surface to 
the desired depth. It can be used equally sat- 
isfactorily in cervical canals of every size, 
shape or contour. 

Only one treatment is needed in 80 per cent 
of the cases. Complete recovery is attained 
from 6 to 8 weeks after the treatment. There 
is no danger of atresia, hemorrhage, scar tis- 
sue formation or other sequelae which often 
follow other methods. Very little change has 
been made from my original method of treat- 
ment. When the cervix is large and boggy I 
coagulate only the canal at the first treatment. 
If there is a pin hole os, I coagulate only the 
os at the first treatment. This is to establish 
drainage. Once drainage is established the 
cervix becomes smaller and more normal in 
appearance. About three weeks later the 
canal is coagulated. The erosion which is 














Fig. 5. Flexible handle on Kimble electrode makes it pos- 
sible to treat any type of case; no insulation required. 


markedly decreased in size by that time, is 
also treated. 

Clinically I have obtained good results even 
in the severest cases. Rapid subsidence of 
complicating pelvic pathology has been noted. 

Of 200 cases, 168 were cured and 32 im- 
proved. ihe latter were cured symp- 
tomatically, long standing fibrosis of the 
cervix preventing return to normal size. 

Conclusions 

In conclusion I wish to emphasize —— 

1. Cervicitis is far more common than 
realized. 


6. Cautery has no place in the treatment of 
cervicitis during the child bearing age. 

7. The electrocoagulation method of the 
treatment of cervicitis is a prophylactic treat- 
ment of cancer of the cervix. 

7854 S.*Ashland Ave. 
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Fig. 4. (a) Cervicitis with pin-hole os; 


2. A soft, large, boggy cervix is just as 
diseased as one presenting leucorrhea and 
erosion and should be treated. 

3. -The cervix often contains foci of in- 
fection from which numerous complications 
arise. 

4. Too much emphasis has been placed on 
the relief of symptoms, such as leucorrhea, 
when the entire organ should be considered 
and treated. 

5. If properly performed little or no scar 
tissue results from electrocoagulation in the 
treatment of cervicitis. 


(b) coagulation of os only; 


(c) coagulation of canal 3 weeks 
later; (d) healed cervix 8 weeks later. 
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Discussion 


Dr. Joseph F. Jaros (Chicago): Dr. Kimble’s 
paper is admirably conservative. In my own 
more limited experience with electrocoagulation 
for cervicitis, I can confirm the value of his 
method. 

In the very opening paragraph, Dr. Kimble re- 
fers to Bailey and his monumental work in which 
he serially sectioned and studied over 800 speci- 
mens of cervicitis. Bailey”) concluded from his 
studies that cervicitis is always associated with 
an infection, even in the virginal cervix; that the 
newly formed cells in the repair of the so-called 
erosion, whether squamous or cylindrical, became 
the site of cervical cancer. Crossen,') at Wash- 
ington University, reviewing 121 cases of cancer 
after a five year interval, pointed out the dif- 
ficulty at the present time in discovering cancer 
of the cervix in its early stages. Only three of 
these 121 cases were discovered in the early 
stage. As a result, the percentage of cure at the 
end, of five years was only 22 per cent. Crossen 
concludes that, “We must go back of the whole 
cancer picture and remove the condition which 
precedes cancer.” According to Bailey’s work, 
this means the early eradication of cervicitis. 
Pemberton and Smith‘) attempted this with cau- 
terization. They reported on 5962 cases in which 
amputation, repair and cauterization was done on 
the cervix over a period of 52 years. Only five 
cases of cancer occurred and these only where 
surgical repair was done. Not a single case oc- 
curred after cauterization. On the other hand, 
in over 1100 cases of cancer of the cervix re- 
ported by Pemberton and Smith, and by Levin“) 
not a single case had ever had cauterization 
done. 

Let us review, then, what Dr. Kimble offers in 
his paper. In cervicitis — a condition which here- 
tofore has baffled medical treatment, and has de- 
manded radical surgical procedures for its cure — 
Dr. Kimble offers a simple method of electro- 
coagulation, which eliminates all the objections 
now found in cauterization, requiring no anes- 
thetic, causing only negligible discomfort, result- 
ing in no scarring, stenosis or subsequent hemor- 
rhage, and leaving a _ regenerated sound 
epithelium. If, as recent work seems to prove, 
cervicitis is the precursor of cancer; if, in the 
observation of men of various clinics, the dis- 
covery of early cervical cancer is rarely possible; 
and if, even after years have elapsed, no case of 
cancer has been found to occur following the 
proper early elimination of cervicitis; then, as a 
high light emanating from the proceedings of 
this Congress, let us by careful observation of 
patients in the next five years, endeavor to show 
not only that electrocoagulation is a simple ef- 


ficient treatment for cervicitis, not only as Dr. 
Kimble conservatively states in the last line of 
his summary that it is a prophylactic treatment 
for cancer, but that it is today the prophylactic 
treatment of cancer of the uterine cervix. The 
incidence of cancer of the cervix is 16 per cent 
of all cancers in women. What an incentive to 
conscientious effort it would be in the coming 
years if we had a similar simple office procedure 
which would promise the elimination of the pres- 
ent necessary radical measures in the present 
equal incidence of cancer of the breast. 


1. Bailey, K. V.: Surgery, Gynecology & Ob- 
stetrics, 50:513-532, 50:688-720. 

2. Crossen, H. S.: Illinots 
64:123-130. 

3. Pemberton and Smith: American Journal of 
Obstetrics & Gynecology, 17:167. 

4. Levin: Journal of American 
sociation, 69:1068. 


Dr. H. E. Kimble (closing): I haven’t much 
more to say, but perhaps you would like to hear 
about some of the bad results that have occurred 
in this treatment, if you want to call them bad 
results. In two cases of this series that I have 
reported, I had hemorrhages. One patient had a 
blood pressure of 220, which I figured accounted 
for her having a hemorrhage. The other patient 
had a mild hemorrhage after treatment, but with 
rest in bed a few days it subsided without pack- 
ing or any other treatment. 


Medical Journal, 


Medical As- 


Another case, which was a Neisserian infec- 
tion, developed an acute flareup about four weeks 
after the treatment. It is questionable whether 
that flareup came from the treatment, or 
whether it was the result of a fresh supply of 
Neisserian germs, which I think in this case was 
the cause of the flareup. She had a typical acute 
salpingitis. About three weeks after electro- 
coagulation the coagulum dissolved, and at that 
stage it almost looked as though there had never 
been a treatment given. I think it was at this 
time that the new infection was superimposed’ on 
the old. 


As far as scarring, or atresia, or stenosis is 
concerned, I have not been able to find any of 
those things occurring. I have been following 
some of these cases through for a year or two. 


About six or eight weeks after the original 
treatment the patient may say, “Doctor, I have 
not menstruated since the treatment. Do you 
think this is because of the treatment” A few 
months later you will find that the patient is 
pregnant, which shows that cervicitis has some- 
thing to do with sterility in a number of these 
cases. 
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SURGICAL DIATHERMY IN THE TREATMENT OF CERVI- 
CITIS WITH A NEW TYPE OF FLEXIBLE 
SPIRAL ELECTRODE 


H. E. KIMBLE, M.D. 


CHICAGO 


Chronic cervicitis constitutes, in our expe- 
rience, 80 per cent of all gynecological dis- 
orders treated in clinic patients. The treat- 
ment of these cases has often been discourag- 
ing and unsatisfactory. In spite of many ap- 
proved methods of local treatment the leucor- 


The proximal end is fitted with a suitable 
adaptor for connection with the diathermy 
cords. The active end is composed of two 
spiral electrodes, 13 French caliber, and 1% 
inches in length, insulated from each other 
and ending in a blunt point. The accompany- 
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Fig. 1. 


rheal discharge does not clear up, nor does the 
cervix return to its normal state. 

With the new electrode to be described, 
surgical diathermy or electrocoagulation has 
produced unusually good results. This new 
electrode has a flexible handle slightly larger 
than a pencil, and is twelve inches in length. 





Fig. 2. Stellate lacerations with erosion. 


electrode shows beginning of treatment on upper part of erosion. 
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The Kimble-Jaros Electrode 


ing illustration demonstrates the simplicity of 
the electrode. (Fig. 1.) 

According to Jaros” this flexible handle 
has the following advantages: 

“Tt is practically unbreakable and will prove 
serviceable for years. 

“Tt has no necessarily detached parts and 
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Part of erosion at lower right has been coagulated. The 


(Photo made from wax model.) 





Fig. 3. Extensive lacerations with erosion. 


The canal and lacerations have been coagulated. 


The elec- 


trode is shown at completion of coagulation of the right laceration. (Photo made from wax model.) 


yet it can be instantly removed from the cord. 

“It retains a constantly smooth surface 
which keeps clean. 

“It can be bent to any desirable curve or 
angle and remains in any set position... . 

“Tts length and its narrow diameter allow 
easy access to any cavity; its small weight 
nicely balances a light cord.... 

“Both electrode and cord can be boiled, 
rendering them available in a sterile field. It 
is advisable for ordinary work to immerse the 





Fig. 4. 


electrode in solutions such as Metaphen or 
Merthiolate. 

“Its flexibility allows direct vision — the 
hand need not be in direct line with the in- 
serted portion of the electrode. 

“There is, of course, no need for the in- 
different electrode or autocondensation cush- 
ion.” 

In addition the active part of this electrode 
has the following advantages: 

Due to its narrow diameter, it can be in- 
serted in any cervical canal or laceration. 

It does not have to be rotated. 


Chronic cervicitis. The erosion on portio has been coagulated. 
being treated. The cyst slightly to the left has been punctured and is ready for treatment. 
(Photo made from wax model.) 


Due to its spiral construction, it is practi- 
cally impossible to obtain desiccation or car- 
bonization. The tip is used both for coagula- 
tion of erosions and Nabothian cysts. 


Method of Coagulation 
The mode of application is first to short 
circuit the current on the low or medium out- 
put terminals. The gaps should be opened 
until 2,000 ma. is shown to register on the am- 
meter. 


Nabothian cyst in lower lip is 


The cervix is exposed through a bivalve 
speculum and the vagina is cleansed with 
cotton saturated with a 50 per cent tincture 


‘of green soap. The distal end of the handle 


is bent so that the electrode is parallel with 
the canal. The electrode is then inserted to 
the internal os and applied to the side of the 
canal, beginning at any desired point. The 
current is turned on periodically with the foot 
switch. A short oscillating motion is impart- 
ed to the electrode so it does. not adhere to 
the mucosa. This also assures an even coagu- 
lation throughout the canal. 





The same oscillation motion is used in the 
treatment of lacerations. (Fig. 2.) From 10 
to 20 seconds are sufficient to coagulate the 
entire cervical canal to a depth of 2 to 5 mm. 
The depth varies with the type of case and 
is left to the judgment of the operator. Any 
part or all of the canal can be coagulated at 
the first treatment. Additional areas can be 
treated two or three weeks later. 


For the erosion of the portio about 750 
ma. on short circuit are used. The tip of the 
electrode is applied perpendicularly to the 
surface. Coagulation slightly larger in area 
than the tip takes place in about half a sec- 
ond. The electrode is reapplied to other areas 
until the entire erosion has been treated. 
(Fig. 3.) 

If cysts are present they are first punctured 
and then coagulated by inserting the tip of the 
electrode and applying the current for one 
second. (Fig. 4.) 

The patient is requested to return at week- 
ly intervals following the first treatment, at 
which time the cervical canal is examined for 
any possible stenosis. A tampon is left in the 
vagina, saturated with the following solution: 
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The patient is told to remove the tampon 
4 to 6 hours later. 
Clinical Data 


The first 31 consecutive cases treated by 
this new method were as follows: 


4 were nulliparous with history of Neisse- 
rian infection. 


6 had history of abortion, curettage or mis- 
carriage. 

19 were parous with lacerations, erosions, 
cervical stenosis, and Nabothian cysts. 


In addition 2 had cervical polypi. 


Of the 31 cases, 2 had been operated on for 
cervical “ulcer,” 6 treated with electric cau- 
tery, 4 by copper ionization and 9 by medical 
means. Ten were untreated cases. Two of 
the cautery cases had complete cervical sten- 
OSIS. 

Of the 31 cases, 26 were cured at end of 
6 to 10 weeks. Four were symptomatically 
cured, but the cervices had not returned to 
their normal size at end of ten weeks. One 
had a complete hysterectomy 7 weeks after 
first treatment for other pathologies. Only 
a single patient had a moderate hemorrhage 
one week after treatment. (This patient had a 
systolic blood pressure of 220.) 


Conclusions 


The results from the treatment as obtained 
with the aid of the above described new type 
of electrode have been very good. If care- 
fully performed the entire procedure is very 
simple. It requires no anaesthesia and sur- 
passes in its results the more elaborate opera- 
tions current for the same conditions. Very 
little after treatment is necessary. Outside of 
the increase in leucorrheal discharge for 2 to 
4 weeks, there are practically no other disad- 
vantages. 

I believe this new electrode represents a 
definite improvement in our treatment of cer- 
Vicitis. 

7854 S. Ashland Ave. 
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